Semi-invasive pulmonary aspergillosis occurs in patients with mild systemic immunosuppression and is defined as an indolent, cavitating process due to invasion of lung tissue by fungi of the Aspergillus genus.' A fumigatus is the most common organism concerned. We describe a fatal case of chronic necrotising pulmonary aspergillosis caused by A niger.
Case report A 54 year old man with diabetes mellitus and chronic alcoholic hepatitis gave a three month history of fever, haemoptysis, weight loss, and increasing shortness of breath. His diabetes was previously well controlled with insulin. He had a pancreatoduodenectomy for pancreatolithiasis and stenosis of the common At postmortem examination there was a turbid yellow pleural effusion (460 ml) on the right side. The right lung was extremely heavy (1250 g). A 10 cm area of massive necrosis without an apparent cavity and with dark brown pigmentation occupied most of the right upper lobe; there was evidence of severe bronchopneumonia with purulent mucus in the bronchi in the middle and lower lobe (fig 2A) . Microscopy of the necrotic lung tissue showed infiltration with Aspergillus hyphae, but no Candida. The fungus was confirmed to be Aspergillus niger by the characteristic morphological features of globose vesicles with radiate phialide (fig 2B) . Postmortem culture of the lung yielded no fungus. A moderate amount and chronic alcoholic hepatitis. Poor control of his diabetes may have depressed the phagocytic function of the polymorphonuclear leucocytes,2 which may have predisposed him to bronchopneumonia, leading to aspergillus infection. A large alcohol intake may also reduce pulmonary alveolar macrophage function3 and allow invasion by aspergillus.
The lesion was almost confined to the right upper lobe, with pleural thickening but no cavity formation. In chronic necrotising pulmonary aspergillosis mycetomas form in cavities resulting from tissue necrosis and invasion by the fungus.' In our patient the aspergillus infection was only slowly progressive but bacterial bronchopneumonia and acute renal failure led to his death. This case was probably an early stage of local invasive disease occuring in a mildly immunocompromised patient.
The most common organism causing chronic necrotising pulmonary aspergillosis is A fumigatus, though there are three reports of cases caused by A niger. 4 A niger may produce calcium oxalate crystals,4 as found in our case, and their presence is highly suggestive of A niger infection.5 Although sputum cultures did not yield A niger in this case, microscopic examination of lung tissue showed characteristic vesicles and phialide of A niger, which are unique enough to distinguish A niger from other Aspergillus species. Candida species were isolated from tracheal aspirates in our patient and this association has been noted before. 4 We chose fluconazole to treat the candida infection and it probably was effective because no candida was found in necrotic lung tissue at necropsy. The treatment of choice for aspergillus infection is a combination of amphotericin B and flucytosine, which was unsuccessful in our case. 
